Objective: To determine the pattern ofuse and satisfaction with community treatment orders (CTOs) by psychiatrists in Saskatchewan.
T he use of community treatment orders .cro» is receiving increased attention in Canada, particularly in provinces that are rapidly replacing a hospital-based system of mental health services with one that is primarily communitybased. C'f'Os have been suggested as useful tools for dealing with so-called "revolving-door patients." Indeed, C'I'Os are used in many jurisdictions in the United States (US), primarily for that small group of patients with both chronic impairment of insight and a tendency to relapse to the point where their psychiatric illness renders them dangerous to themselves or to others (1). Thus, C'I'Os facilitate treatment for these high-risk patients while adhering to the principle of the least-restrictive alternative.
Coercing individuals who live in the community to take treatment has raised concerns about protecting individual rights (2) . Preventing abuse of civil liberty is best achieved by regular independent review of patients who are subject to these orders. In the US, this responsibility falls to the courts. In Saskatchewan, as of June 1999 the only Canadian province to have legislated the use of Cf'Os, the responsibility for the review process falls to the Review Boards already mandated to oversee the appropriateness of inpatient certification.
Critical to the debate about the propriety of introducing C'l'Os in Canada is the recent literature attesting to their effectiveness. Several studies have indicated that the provision of involuntary treatment in the community can reduce the use of hospitalization (3) (4) (5) 9, 10) .
Saskatchewan introduced C'I'Os in July 1995. To be eligible for treatment under a CTa in Saskatchewan, the following conditions must apply: 1. A person must suffer from a mental disorder for which he or she is in need of treatment or care that can be provided in the community.
2. In the previous 2 years the person must have • spent at least 60 days as an involuntary inpatient in a psychiatric facility, or • been an involuntary inpatient in a psychiatric facility on 3 or more separate occasions, or • previously been the subject of a community treatment order. 3. There must be a likelihood that if the person were not to receive treatment while residing in the community, he or she would likely cause harm to self or others or suffer substantial 4. The services the person requires in order to reside in the community must be available in the community. 5 . The person is unable to understand and to make an informed decision regarding his or her need for treatment, care, or supervision as a result of the mental disorder.
6. The person must be capable ofcomplying with the requirement for treatment and supervision contained in the CTO.
Information from the Ministry of Health in Saskatchewan suggests that CTOs are used sparingly in that province. Ninety-six orders, each valid for 3 months (after which they must be renewed), were issued in the 21-month period from April 1996 to December 1997 (6) .
In a national survey on the use of outpatient committal in the US, Torrey and Kaplan noted that practitioners in many states never or very rarely use CTOs, despite the existence of legislation that allows for their use (1). Among the major reasons cited for this lack of use were concerns about liability issues and civil liberties and a lack of information about the process ofusing CTOs. In light ofthe evidence suggesting low use in Saskatchewan, we felt it would be informative to survey psychiatrists in the province to determine their patterns ofuse and level of satisfaction with CTOs.
Method
In July 1998, we carried out a mail survey of the 69 psychiatrists registered to practise in Saskatchewan by the College of Physicians and Surgeons of Saskatchewan. Using this approach, we are confident that we did not miss any psychiatrists currently practising in Saskatchewan-a large area with a small population of approximately 1 million. The psychiatrists practising in the province are mostly located in 8 urban centres with populations ranging from 8000 to 200 000.
Results
Fifty of the 69 surveys were returned: a rate of72%. The respondents had a wide range of clinical experience, from a minimum of 1 to a maximum of49 years postmedical qualification (mean 17 years). Seventy-three percent of respondents were male; 27% were female. While most of the respondents (68%) indicated that they practised general adult psychiatry, 10% described themselves as primarily practising child and adolescent psychiatry and a further 10% as practising forensic psychiatry.
Almost one-half(48%) had placed at least 1patient on aCTO. One psychiatrist reported having placed 5 patients on CTOs, and 2 other psychiatrists reported having placed 4 patients on CTOs. Use ofCTOs was not related to the psychiatrists' gender or duration of qualification but was related to their 80 subspecialty: those who identified themselves as practising either general adult or forensic psychiatry were more likely to have used CTOs than those practising child and adolescent or geriatric psychiatry. The 50 respondents were treating a total of 14 patients on CTOs at the time of the survey. Of these 14 patients, 4 were being treated by a single psychiatrist.
The longest continuous period for which a patient was the subject of a CTO was 24 months. However, only 6 psychiatrists reported having kept any patient on a CTO for longer than 1 year.
Ofthe psychiatrists who had not used CTOs, 46% expected to use them in the future. Moreover, among psychiatrists who had used CTOs, 43% expected this use to increase. Thirtyseven percent of psychiatrists had identified patients in their practice who would be suitable for a CTO but who had not been placed on an order.
Psychiatrists who had not used CTOs (a total of 26) were asked to identify the reasons for nonuse. Fourteen (53%) indicated that they did not have patients who were suitable for treatment under the provisions of a CTO. Five (19%) stated that they did not have enough information on CTOs. A further 5 indicated that the powers under the legislation were insufficient to deal with treatment noncompliance. Only 1 did not use CTOs because of the belief that the powers were excessive and unnecessary.
Sixty-two percent ofpsychiatrists indicated that they wereeither satisfied or extremely satisfied with the effect of Cl'Os on patient care, while 10% were dissatisfied or extremely dissatisfied. Fifty-five percent of psychiatrists were satisfied or extremely satisfied with the support provided by the province in the application and enforcement of CTOs, while 16% were dissatisfied or extremely dissatisfied. Thirty-seven percent indicated that they had not received enough information on CTOs.
The written comments indicate that many psychiatrists felt the duration of only 3 months before a CTO must be renewed is too short.
Discussion
CTOs are viewed by psychiatrists in Saskatchewan as a valuable legal tool in the treatment of patients with serious mental illness. The survey confirms the early data from Saskatchewan Health indicating that CTOs are used sparingly in the province. Opponents of CTOs have expressed fears that psychiatrists will use CTOs indiscriminately, but the data from Saskatchewan indicate that psychiatrists are actually quite circumspect in their use of treatment orders.
Over one-third of psychiatrists reported that 3 years after the introduction of CTOs, they still had not received enough information on their use. These results, together with Torrey's data from the US, which indicates that lack of information isa February 2000
Community Treatment Orders in Saskatchewan 81 major impediment to appropriate use, underscore the importance of active and ongoing educational campaigns to inform psychiatrists on the powers and procedures associated with the use ofCTOs. Notably, many of the respondents believed that their use of CTOs would increase. This may reflect increasing knowledge and/or comfort with their use.
Most patients are treated for limited time periods on CTOs.
Since impaired insight is a necessary criterion for use of CTOs in Saskatchewan, it is surprising that more patients are not on CTOs for longer periods of time. Indeed, one recent study indicated that the longer the duration of involuntary treatment in the community, the more efficacious it is likely to be (7) . Perhaps CTOs have been used in Saskatchewan to enable the psychiatrist and other mental health workers to establish some stability in the lives ofpatients, which resulted in subsequent engagement by the patient in the treatment plan. Improved follow-up with mental health services and compliance with treatment following discontinuation of CTOs has, indeed, been described elsewhere (8) . It is also possible, however, that some patients who were unable to comply with, or benefit from, CTOs may have been recommended for longer-term hospital rehabilitation.
